Dr Ian Stewart (Keighley) read a paper entitled Suicide: The Influence of Organic Disease. A full account of this paper will be found in the Lancet, 1960, ii, 919. The Problem of Suicide in General Practice by C A H Watts MD DRCOG (Ibstock, Leicester) Suicide is essentially a disease of general practice. In Ibstock with some 8,000 patients at risk we have had 12 suicides in almost fifteen years. I know of no patient of ours during that time who committed suicide during a stay in hospital. It is very good to know that the Section of Medicine is interested in this subject because depression is no monopoly of the psychiatrist. We all have our quota of cases. We hear a great deal about the problem of death on the roads, and much useful propaganda is put out to try to lower those figures. The suicide problem is just as great and it deserves just as much attention. We all need to be much more aware of it, the public as well as the medical profession. It is one of the major problems of our age, and yet the depressive symptoms which so often precede the tragedy are overlooked or misinterpreted. This point may be illustrated by two striking case histories:
Case 1 A hospital porter began to get some peculiar ideas that the Russians were coming. His fellow porters pulled his leg about his queer talk, and they laughed as he dived under a table when he heard a plane passing overhead. They did not, however, laugh when they heard that he had killed his wife and children to save them from the Russians. He did not take his own life as he might well have done. I understand the man is still in Broadmoor having recovered after a course of E.C.T. 'Why in Heaven's name couldn't someone have helped me earlier?' he asks: and he, it will be noted, worked in a hospital.
Case 2 A general practitioner colleague of mine was confronted by a very anxious man who had organic symptoms. My friend decided to have a second opinion before passing the patient on to a psychiatrist. The consultant wrote: 'I examined your patient. I found no evidence of organic disease and I have thoroughly reassured him. I don't think you need worry about a psychiatrist.' Before this letter had reached my colleague the man had hanged himself. The general practitioner, who knew the patient well, realized the man was anxious, but he missed the depression. The consultant, who had only a single interview with him, was even more at sea. These two rather grim cases are described to show how we all miss or mismanage depressions, laity, general practitioners and consultants, and even psychiatrists! In 2 of the 12 suicides in our practice the tragedy was completely unexpected. In 5 cases there was evidence of distress, but neither the patient nor the family had approached the doctor for help. In the other 5 cases the patient was known to be worried, depressed, or schizophrenic. 3 of these patients were under my personal care when they committed suicide. As a rough estimate I should say that in 8 of the 12 cases the tragedy was preventable; that is if on the one hand the relatives had divulged their fears to the doctor, and on the other hand if the doctor had been more skilful in his assessment of the case.
To look only at suicides is to observe the apex of the iceberg and to ignore the vast submerged portion which is so much greater. The figures in our practice show that as many people die from the hopeless inanition induced by severe depression as die by their own hand. They are nearly all senile depressions and what a dreadful end it is. In my experience depressive disorders are the com-Section ofMedicine -monest reason for suicide: but there are of course other causes. If the population of Ibstock is at all representative of the country as a whole, there must be some 180,000 chronic depressions in the community, a burden to themselves and everyone ,else. Acute treatable depressions will be even more numerous. This is a problem which needs to be -tackled vigorously, as vigorously as death on the roads. It is, however, important to form some idea of the magnitude of suicidal risk in all -depressed cases.
The suicidal tendency over a small series of 68 cases of depression was assessed on a seven-point scale; all kinds of depressed patients were included (Table 1 ). If these figures mean anything, then there is a suicidal risk in about 40 % of cases and a major hazard in 16 % of cases. If the suicide rate is to be lowered then nonpsychiatric doctors must help as spotters, and the general practitioner bears the main responsibility. Not only must he be able to recognize the symptoms through their various disguises, but he must also be an approachable person and easy of access so that patients will come and discuss their problems. The depressed person more than any other type of patient tends to avoid the doctor. Very often he feels he is being neurotic and must pull himself together. He may feel his is a religious or moral problem and no medical matter at all. He may be worried to an extreme degree because he feels he is going out of his mind and is afraid to go near the doctor. Even patients who have been carefully handled over past episodes somnetimes feel 'This time I will get over it myself'.
Not only must the family doctor be accessible to the patient, he must be equally approachable to relatives. After all, the family unit is the first line of defence and if only relatives can learn to discuss the worry of a husband or wife who has swung into a depressive mood, then perhaps we shall be able to get down to early treatment and so lower the suicide rate. This responsibility of the community is very important and we must all do what we can to educate the public.
It is pointless to spot depressions if the severest the subject and that they will get a sympathetic hearing. The number of actual suicides in such a compact community is too small to be statistically significant, but the figures are interesting and they are suggestive. Fig 1 shows that over the years there is an increase in mental hospital admissions, and a rise in the number of patients who have had E.C.T. At the same time the suicide rate has fallen. In Table 2 the Ibstock figures are compared with those of the country as a whole. The low figures of the pre-war years show how misleading a small series of cases can be. The apparent fall in the suicide rate in Fig 1 is indeed no more than a straw in the wind. The problem of suicide is something we must all face. We who are outside psychiatry are in the forefront of the campaign. I believe that by being better diagnosticians, by being more aware of the dangers and disguises of depression, we in general medicine and in general practice can do more to lower the suicide rate than the psychiatrists themselves.
Suicide in Old Age by Peter Sainsbury MD1 (Chichester)
My purpose is to consider some social and psychiatric data on suicide in old people to illustrate how both kinds of information contribute to our understanding of suicide and to its prevention.
Suicide Statistics and Age
The suicide rates of both sexes increase with age. There is a sharp increase in middle age and a fur- 'Medical Research Council. Clinical Psychiatry Research Unit, Graylingwell Hospital. ther increase with advancing age, the latter trend being much more pronounced in men than in women.
This rise in incidence of suicide with age is broadly the pattern found in nearly all those nations which publish suicide statistics (Epidem. vit. Stat. Rep. 1956 ). But pre-war China provided an instructive exception to this rule as the suicide rate of the old was less than that of the young. Ancestor reverence was then still customary so that the old person was not subjected to the loss of status and prestige which is usual in our culture (Yap 1961) .
In the past fifty years the male suicide rates have been decreasing in most countries, but the decrease has been less in the old than in the young (Swinscow 1951) . Female rates, on the other hand, have been increasing, especially in the elderly. When an attempt was made to account for the high suicide rates of the aged of 20 nations it was found that they were unrelated to the increase in the proportion of aged in their populations, and to the economic assistance provided by their old age pension schemes (Sainsbury 1961). Other social factors than the economic hardships of the aged were, therefore, thought to be determining their increase in suicide.
Suicide and Mental Illness
Batchelor & Napier (1953) diagnosed 10% of their attempted suicides aged 60 and over as having an organic dementia. I also noted an unexpectedly high incidence of organic dementia among suicides reported to a London coroner (Sainsbury 1955) . Between 150% and 200% of those over 60 had signs both of intellectual deterioration and marked cerebrovascular changes post mortem.
Depressive illness is a more widely recognized precursor of suicide, and the probability of suicide in a patient with a psychotic depression is found to be much greater after the age of 40 (Robins et al. 1959 ). In one recent study (Batchelor & Napier 1953) 47 % of suicide attempts aged 60 and over were diagnosed as having a depressive illness, and in another, 70 % were found to be severely depressed (O'Neal et al. 1956 ). It is less easy to determine the incidence of depression in retrospective studies of those who have committed suicide. In 409 suicides in London, 550% of the middle aged and elderly were recorded by the coroner as depressed compared with only 400% of the younger cases. More recently Capstick (1960) concluded that 48 % of 351 suicides over 60 were depressed. There is, therefore, a fair amount of agreement that pathological depression precedes suicide in about half the cases. The problem however, is what are the distinguishing features of the minority ofendogenous depressions, estimated
